For many years, community treatment options have been sought for people suffering acute psychiatric symptoms as an alternative to psychiatric hospital admission, which is costly and takes the patient away from community life. 1 One type of community care that relies largely on making contact with the patient in their home rather than in mental health services is known by a variety of names including assertive or intensive case management 2 , and a growing body of research supports its efficacy. 3 In the aged psychiatry setting, evidence supports the multidisciplinary, community based mental health team. 4 When individually tailored packages of care have been implemented in the community for those with dementia, behavioural disturbance has decreased and there has been an improvement in carer well-being. 5 Another study showed a reduction in the needs of older people with dementia and their carers when an intensive aged care service was integrated with social services. 6 Encouraging results were also found when depressed elderly patients were treated by a community orientated aged care mental health service which aimed to reduce hospital length of stay and provide responsive follow-up. This study highlighted the importance of cooperation with other services such as primary health, other hospital specialists and social services. 7 A study that compared normal gen- The IHBP provides intensive daily follow-up within a case management model following multidisciplinary assessment and is supported through a team approach. The case manager is accountable for care planning, monitoring and review of clients and for arranging and monitoring support services. A brokerage fund is available for the purchase of support services ranging from agency care workers who assist the patient in their home to time -limited supported residential accommodation options if the home environment is unsuitable. The GP retains their existing role with the patient, and the APS psychiatrist and case manager liase closely with them. This study aims to evaluate the IHBP in terms of effects on admissions and length of stay. The clinical outcomes,using the Brief Psychiatric Rating Scale (BPRS) and Mongomery Asberg Depression Rating Scale (MADRS), of a sample of people who were on the IHBP were compared to in patients (IPs). The hypothesis of the intervention was that the IHBP would reduce inpatient admissions and length of stay while having a comparable clinical outcome.
Method
Rating scales were completed on 65 IHBP and 29 IP admissions between June 2000 and Feb 2002. The number and duration of psychiatric IP admissions of patients over 65 from 1998 to 2002 was measured. Case managers from the APS who were trained psychiatric nurses, occupational therapists or social workers conducted the study in a community setting.
Participants
Selection to either the IHBP or IP care was not randomised. Patients were typically selected for IP admission if they presented with risks associated with severe psychosis or suicide, unclear diagnosis, comorbid medical problems or carer inability to cope. Patients selected for the IHBP were more likely to have issues regarding treatment compliance, inadequate social supports, carer breakdown or chronic psychiatric illness. There was however substantial overlap between the clinical characteristics of the two groups.
Those on the IHBP received a wide range of services that enabled them to remain in the community during their psychiatric episode. Both public and private service providers were used including personal carers, housekeepers, and the temporary use of private supported accommodation facilities. These services were coordinated and monitored daily by the case manager, who liased with the patient, family, APS, GP and other involved agencies. This project was approved by Barwon Health and the Research and Ethics Committee.
Measurements
Case managers completed client profile forms on admission and discharge from both programs. Scales completed in all cases were a modified BPRS and the MADRS. Most of the assessments were completed by the same clinicians on both admission and discharge. These outcome measures were used on all patients in the study irrespective of diagnosis in order to have a standardised battery of measures applicable across the most common problems seen in the unit.
Retrospective data pertaining to the number of in-patient admissions, bed occupancy days and average length of stay of the elderly population from 1997 to 2002 was collected. The diagnoses and treatment for all of the patients who were case managed by the service was collected, and these were compared to the IPs and those who went on the IHBP.
Results
The sample (which was used to compare treatment outcomes) consisted of 65 subjects in the IHBP and 29 in the IP group. The median age in both groups was 73yr (range 64-93yr) (p= 0.602; Mann Whitney test). There was no significant difference in gender across the two groups (IHBP: 26% male, 74% female; IP 17% male, 83% female; p= 0.346; Chi-square statistic). With regard to diagnosis (Figure 1 ), there were no differences between the groups (p=0.221).
On the BPRS scale, the mean difference (baseline minus endpoint scores) in the IHBP group was 7.65 (SD 9.74) and 17.5 (SD 10.9) in the IP group. This difference was highly significant (p=0.0000, 2 sample t test) (Figure 2) . Similarly, On the MADRS scale (Figure 3 ), the mean difference (baseline minus endpoint scores) in the IHBP group was 7.40 (SD 11.5) and 19.0 (SD 14.8) in the IP group. This difference was again highly significant (p=0.0001, 2 sample t test)
Effect on hospital admissions and length of stay
With regard to the average length of stay in either IHBP or inpatient care, the median lengths were 13 days (Inter quartile range 5-21) and 16 days (Inter quartile range 7-31) respectively (p= 0.164; Mann Whitney test).
In 1999, there were 53 IP admissions, using a total of 846 bed days, with the average length of stay being 15.96 days. In 2000, IP admissions were 65, using 913 bed days and the average length of stay was 14.04 days. The IHBP began in June of this year, but an extensive restructuring of services also occurred at this time, resulting in an increase of patients to the APS. In 2001, the first full year of the IHBP, admissions decreased to 40, using 855 bed days, with the average length of stay increasing to 21.37 days. 45 people were admitted to the IHBP, for an average of 11.95 days. By 2002, hospital admissions had increased to 67, using 1372 bed days and the average length of stay was 20.48 days. 64 patients were admitted to the IHBP for an average of 11.25 days ( Table 1) While 36% of all patients managed by APS suffered from depression, 39% of IPs and 60% of those on the IHBP suffered from depression. 42% of all case managed patients suffered with behavioural disturbance in dementia, but only approximately 20% of IPs and those on the IHBP had dementia. Anxiety disorders accounted for 16% of all case managed patients, with 24% of IPs and 30% of those on the IHBP suffering from anxiety disorders ( Table 2 ). 5% of all case managed patients were treated with ECT, while 20% of IPs and 7% of those on the IHBP had ECT (Table 3) . Limitations of the study The study was non-randomised across samples, selection to either program was based on severity criteria, and the sample size was small. The comparison of two very different groups is a limitation. Incomplete data entry is often an issue in audits. With the most severely ill patients potentially admitted to IP care, those on the IHBP were more likely to have chronic or less severe psychiatric illnesses. Non-blind assessment by raters with the possibility of bias is another limitation. Patients with a diagnosis of dementia were not included in the study, although they comprised approximately one fifth of the IPs and one fifth of the IHBP. The routine outcome measures used were also of limited utility in dementia, reducing the validity of including that cohort. During the study period, restructuring of the service occurred, closer links with other agencies were established, staffing was increased and the service expanded to 7 days a week.
Discussion
IPs showed significantly greater clinical improvement than patients did on the IHBP, perhaps because more severely ill people were selected for IP treatment. Patients on both programs nevertheless showed significant clinical improvement. When there are higher scores on symptom rating scales there is much more room to move so one expects greater symptom reduction in more acutely ill patients.
The IHBP began in June 2000, and IP admissions rose dramatically in that year, although one of the aims of the program was to decrease IP admissions. This increase in hospital admissions was thought to be due to restructuring of the service when the Barwon Health network was formed, and many more patients came under the auspices of the APS. Marketing of the service was stepped up and staffing was increased.
However in 2001, IP admissions decreased markedly, but their length of stay increased, which may be a reflection of the less severely ill patients being treated on the IHBP. 45 patients were treated on the IHBP in that year.
2002 saw an increase to 67 IP admissions, while 64 patients were treated on the IHBP. Since 2000, IP admissions and IHBP admissions have increased. Staffing of the APS has remained at an increased level, and rapport with the GPs and other community agencies has continued to receive high priority within APS. This study suggests that the IHBP overall did not decrease number of admissions or length of stay. This may however be a result of other structural changes in the system. Of interest is the fact is the overall admissions to the ward increased in parallel with the IHBP treatment rate, suggesting that a general increase in service activity may be a factor.
With regard to diagnoses, the IHBP has been particularly useful in caring for those with depression and anxiety outside of the hospital setting. While 5% of all case managed patients and 7% of those on the IHBP had ECT, 20% of IPs had ECT which is expected as these are the most severely ill group.
A smaller percentage of those with behavioural disturbance in dementia have been treated on the IHBP or as IPs than have been case managed by the APS. There are two possible reasons for this. Firstly, a psychogeriatric unit (PGU) operates within the APS providing strategies and education to those caring for patients with severe behavioural disturbances associated with dementia. A separate budget allows for services to be provided to dementia sufferers and their carers. Secondly, dementia sufferers are often in hostel and nursing home accommodations and the staff of these facilities are educated to manage the behavioural disturbance.
The IHBP continues today, and while the service aims to eventually build a psychogeriatric in-patient assessment facility when funding becomes available, the IHBP will continue to operate and expand. The IHBP was originally intended as an alternative to IP care. However, it has become evident over time that is also used to prevent deterioration in people who may require IP care in the future. The extra level of care provided by the IHBP provides both an alternative to hospitalisation, as well as having an early intervention function.
Conclusion
The advent of the Intensive Home Based Program (IHBP) has allowed the APS to continue and build on an already existing model of home care where staff had previously attempted to provide intensive home care where necessary. Although this was largely successful, it was often complex, limited and constrained by the lack of a formal structure with funding provided specifically for intensive home care. The IHBP has considerably reduced the emotional and financial burden that this unfunded model was placing on patients and their families.
Commentary
So how is this study relevant to the South African situation? The Australian understanding of, and policy support for, an integrated service designated and designed for the care of the severely mentally ill over the age of 65 years is to be applauded. A psychiatric service that acknowledges a multi-disciplinary mental health team intimately linked to social services, primary health and hospital specialists -whilst still including the general practitioner in the loop -is a model that we would do well to pursue and implement. The commitment to adequate funding and staffing of a community service is only given lip service in South Africa. This study demonstrates that even when a designated service to the elderly is operational in the community (Aged Psychiatry Service (APS)) the addition of a further service (IHBP) only served to highlight the need for more staff and more specialised services. Such is the need in order to supply a quality care for the elderly.
The mechanics of the study has, by admission, many shortcomings. These shortcomings however do not detract from the final conclusions. The study, without referring back to the initial hypothesis, concludes with the statement that "the IHBP has considerably reduced the emotional and financial burden that the unfunded Adult Psychiatric Service (APS) was placing on patients and their families". The extent to which the APS is "unfunded" is not discussed. Nevertheless, this concluding remark, clearly designed to alert policy makers and economists to the need for adequate funding and staffing of both community based services and an in-patient facility, allows the study to achieve an important goal.
In South Africa we have no political will to allocate financial or human resources to the establishment of even a skeletal community based case management service for the severely mentally ill elderly members of our community. As our young population greys this study must alert us, as mental health professionals, and, hopefully, also policy makers to the urgent need for a multidisciplinary community service supported by specialist medical staff who are attached to designated in-patient facility. Neuropsychiatric problems, with which the elderly most often present, cannot be adequately assessed or managed by either a community service alone or a community service who's only referral source is a primary health facility. This study, by Pam Callaly and her team, highlights the need for both community services and an in-patient facility designated to care of persons over the age of 65 years. The addition of an additional specialised service tier, in the form of an intensive home based program (IHBP), illustrates the complexity of providing a service to the severely mentally ill elderly population. The study sets out to explore the benefit of adding a specialised service in the form of an Intensive Home Based Program to an already existing service -Aged Psychiatry Service (APS).
The cry of politicians and economists alike is to avoid inpatient care "at all cost". Therefore, an important component of the study, as confirmed by the study hypothesis, was to lend support to the idea that an "Intensive home based programme would reduce in-patient admissions and length of stay while having a comparable clinical outcome". With the successful testing of this hypothesis both sides of the clinical divide would be happily vindicated!
The study fails to demonstrate that the introduction of an IHBP will reduce the number of elderly severely mentally ill persons requiring in-patient treatment. In 1999 53 severely mentally ill persons were admitted for in-patient treatment. In 2002, a year after the introduction of the IHBP, 67 admissions took place. Bed days increased from 846 in 1999 to 1372 bed days in 2002. This news is hardly going to please any policy maker. To further point to the reality of the situation "on the ground" was the need to expand the IHBP staffing and make the service available seven days a week. No music to the ears of any economist! To add to this is the IHBP's intention to expand their services to include an in-patient psycho-geriatric assessment facility. From a clinical perspective this is an essential and logical vision if the intention is to provide an adequate service to the severely ill over the age of 65 years. An expanded service will likely soon be fully utilised in a country with a burgeoning elderly population.
